Duodenal obstruction is present at diagnosis in about 5% of patients with adenocarcinoma of the head of the pancreas 1 . Surgical palliation was until recently the only means of improving their quality of life but duodenal stenting is now an option 2,3 .
CASE HISTORY
A man aged 55 with an irresectable adenocarcinoma of the pancreatic head had metallic Wallstents inserted in the bile duct and duodenum. Five months later he was admitted with acute right upper quadrant pain and right shoulder tip pain. He was apyrexial, anicteric and cardiovascularly stable. There was tenderness and guarding in the right upper quadrant but an erect chest X-ray showed no evidence of a pneumoperitoneum. Abdominal radiography revealed that the duodenal stent was now vertical (Figure 1 ), having previously been C-shaped in the second part of the duodenum. Next day a computed tomographic scan of the abdomen revealed free peritoneal air and a small amount of free¯uid in the gallbladder fossa and around the duodenum. At laparotomy there was diffuse peritonitis together with a prepyloric perforation, approximately 3 mm in size, through which the edge of the stent could be felt. The perforation was closed with an omental patch. The patient died soon after the operation.
COMMENT
Metallic stents have an established place in the treatment of biliary and oesophageal obstruction but experience of their use in the duodenum is limited 1 . One reason is a perception that metallic stents placed in the bowel are prone to migration or liable to cause perforation 2 . Our suspicion that there might be a duodenal perforation in the present case was raised by the vertical position of the stent in the initial abdominal X-ray. After insertion, duodenal stents assume the C-shape of the duodenum. A vertical position might simply indicate straightening of the stent 3 . However, it could also represent migration or perforation; indeed, straightening-out might well be a risk factor for perforation. In a patient with malignant duodenal obstruction, the expected survival is only a few months 4 . Therefore the aim of stenting is to provide good palliation with avoidance of surgery. In this short period the risk of stent occlusion is negligible, but the risk of duodenal perforation needs to be borne in mind. People with learning disabilities are vulnerable to sexual exploitation and abuse 1 . Moreover, when incidents occur, the victims are sometimes perceived to make poor witnesses and the cases do not come to court 2 . Support and care may demand a multi-agency approach 3,4 , as illustrated by the following case.
CASE HISTORY
A woman with severe learning disabilities, from an ethnic minority group, was referred to her local community team for people with learning disabilities (CTLD) for speci®c nursing support around a termination of pregnancy. A disclosure of sexual abuse to her community keyworker also resulted in the involvement of social services, the police, primary care services and specialist health services for people with learning disabilities. In spoken and sign language (Makaton) she consistently identi®ed the alleged perpetrator and communicated her distress. Findings on examination were consistent with a pregnancy of 6 weeks gestation.
Since the allegation involved a family member, social services offered the client the option of moving into a woman's refuge for people with learning disabilities. She accepted despite loss of daily contact with her daughter, who could not be accommodated. This decision provoked hostility from her extended family toward any professional. The CTLD allocated an experienced community nurse to support the client and liaise with other agencies, and a dedicated adult protection worker took the lead in coordinating and chairing multi-agency meetings between health services, social services and the police. A social services care manager was appointed to oversee the client's community care plan, which involved her safe house, day care, transport, funding issues and access to her daughter.
Termination of pregnancy
The client consistently indicated through Makaton signing and her limited verbal skills that she did not want the pregnancy to continue to term. She referred to the pregnancy as a`bad baby', and reinforced this by signing bad', saying she wanted it`taken away'. Concerns that she was being pressured into accepting a termination of pregnancy generated extra vigilance to ensure that she understood the consequences and was determined on this course of action. She constantly reaf®rmed her choice. The process was initially explained by her community nurse and she then had a routine pretermination counselling session with the local women's health clinic, rechecked by the consultant gynaecologist. Her community nurse was present at every session, to help alleviate anxiety for all parties, to provide continuity of care for the client and to facilitate communication. The pregnancy was terminated at ten weeks' gestation. The police, fully involved at every stage, took away swabs, blood samples and products of conception. Forensic evidence supported the client's identi®cation of the assailant.
Continuing care
The client's placement at the safe house was not without dif®culty. Staff were concerned about her health needs after the termination; they required support and reassurance about basic aftercare. The client's family were concerned that her cultural needs were being ignored, though she had
